INTRODUCTION
Despite the development of guidelines, 1 educational programmes, and organisational interventions, which have sometimes proven successful, [2] [3] [4] [5] the management of depression in primary care is often said to be suboptimal. Research has suggested that GPs often do not follow treatment guidelines, patients often do not take the antidepressants prescribed for them, and simply educating GPs about management is unsuccessful in itself in changing practice. 5 A proportion of patients decline to accept organisational interventions such as systematic care management, within the research studies that have been carried out. [2] [3] [4] Among many possible obstacles to implementing best practice may be differences between GP and patient views about depression. Patients may be less likely to engage with the recommended management for their depression if they think it unlikely to respond to the drug or psychological treatments on offer, or if their goals for the management of depression differ from those of their practitioners.
Previous qualitative studies have highlighted patients' self-imposed restraint regarding the length of depression consultations, 6 and the importance of GP intuition 7 and tacit knowledge, 8 in influencing clinical decisions in this area, and GPs' preference for treating depression medically despite acknowledging the difficulty of a 'cure'. 9 Where GPs consider patient preferences when contemplating antidepressants, their assessments of patients' attitudes to treatment may differ from patients' self-reported views. 10 If adherence to treatment relies on concordance of views about the illness, we need insights into what patients and GPs think about depression and its treatment. The aims of this study were to explore the beliefs and attitudes of GPs, patients, and patients' supporters (friends, family, and carers) about the nature of depression and its management. The emergent theme of participants' goals for the management of depression became a focus of the study. Understanding these goals is vital to achieving a negotiated strategy for management.
METHOD
A grounded theory approach was adopted, 11 using interviews to explore how GPs, patients, and informal supporters of depressed individuals understand depression and its management.
Participants were recruited in and around Southampton, apart from two GPs in Leicester. A total of 135 GP study information packs and 1078 patient and supporter packs were mailed to potential participants at seven primary care trusts, and posters were displayed in a students' union, public library, and a hospital. Each pack contained a response slip and freepost envelope for individuals to submit contact details. Participating GPs came from 28 practices. Most of the patients and supporters were recruited through 10 of these practices via mail or face-to-face distribution of information packs by practice staff. Thirteen were recruited through other routes through mental health support groups, a carers' group, a youth service, poster advertising, snowballing (participant identification of further participants), and word of mouth.
The patient and supporter information sheets stated that 'The purpose of this study is to explore the different ways people experience and understand depression. To do this, we will be asking you about your thoughts and/or experiences of depression'. The GP information sheet stated that 'The purpose of this study is to clarify how medical practitioners, their patients, and their patients' significant others understand depression in relation to its management'.
A total of 147 participants agreed to participate. As recruitment criteria and data gathering were refined through theoretical sampling and analytic saturation, 23 offers of participation to patients and supporters were declined; a further seven could not be contacted and six withdrew. Sampling was carried out purposively to obtain a diverse range of participants, summarised in Table 1 . A total of 111 participants were interviewed: 61 patients (28 who were experiencing an episode of depression at the time of the interview, 18 with a past history of depression, and 15 who had never been depressed), 18 supporters, and 32 GPs. Some of the supporters and GPs had experienced depression themselves. Exploring GP experiences of depression had not been an aim of the study, and so participating GPs had not given informed consent for these issues to be explored during the research interview. Therefore in-depth information was not gathered on these experiences, and they are not included in the analysis. Most participants with experience of depression had suffered recurrent or persistent, rather than acute, depression. The group was heterogeneous as to severity of depression, which was self-defined rather than based on standard psychiatric classification.
Interviews were conducted between May 2002 and March 2004 and usually took around an hour, ranging from 30 to 150 minutes. Data collection ceased when saturation of categories was achieved. Data were collected and analysed iteratively, starting with a semistructured topic guide (Box 1), but allowing the interviewers to follow participants' responses, gradually focusing on emerging themes (for example, in order to further explore the emergent theme of goals for the management of depression, later participants were asked about their main goals and how they viewed their GP's role in achieving these). All team members engaged in the analysis, which followed grounded theory procedures, 11 and assumed the principles of the 'critical realist perspective', 12 or 'subtle realism'. 13 Each transcript was analysed independently by the interviewer and another team member. For each group of participants (for example, GPs, supporters), one researcher reviewed the whole dataset.
How this fits in
Guidelines for depression management have been developed but little is known about GP and patient goals, which are likely to have an impact on offers of treatment, uptake, and adherence. While GPs take patient preferences for treatment into account, their perceptions of patient attitudes are only moderately related to patients' self-reports. GPs, patients, and their supporters describe a wide range of different concepts of depression and goals for its management. GP goals for managing depression may be perceived as irrelevant or unachievable by some patients, and GP responses may be considered as unhelpful; therefore findings emphasise the value of listening to patients, and sensitivity to alternative perspectives.
Transcripts were divided into meaning units (the smallest self-explanatory piece of information), which were grouped into categories. Constant comparison of units and categories stimulated thinking on the properties of, and relations between categories which developed iteratively from the descriptive towards higher-order, more abstract categories. Theoretical sampling (recruitment of participants guided by the emerging themes so as to develop the analysis by obtaining crucial new information) and comparison of data from different participant groups constituted a form of triangulation; 14 the goal in this context was completeness rather than convergence or consensus. 15 The interdisciplinary team procedures helped to develop both depth and range of meaning in the data, and to assure the 'trustworthiness' of the analysis. [16] [17] [18] They included:
• an audit trail for transparency of methodology and analysis development (for example through transcribing analysis meetings);
• all team members keeping reflective diaries, discussed regularly during meetings, which tracked developing ideas and explored the links between the researcher and the research; and • agreement on 'waving a red flag', 17 should any researcher be concerned that unwarranted assumptions or beliefs were beginning to drive the analysis.
RESULTS
The main themes that emerged from the analysis were: constructing and resisting boundaries between depression, the self, and 'normal' sadness; widely ranging goals for the management of depression; GP frustration with chronic depression; and the failure of GPs to listen to their patients.
Boundary construction and resistance
Participants often described 'depression' as a vague, ambiguous, highly individual concept, imbued with moral and cultural values. GPs often acknowledged that it was difficult to separate experiences of depression from just feeling sad about one's life: Patients and supporters welcomed clarification of their experiences and the provision of a way forward; and some willingly accepted (or already held) a biochemical explanation for depression. However, others questioned the validity of constructing boundaries between life, illness, and the self, which was associated with rejecting a medical cure and emphasising self-management. Stressing selfmanagement was sometimes linked to a perceived obligation to take responsibility for oneself, but could also simply represent the most productive way of dealing with depression (for example some felt that no-one else could help, and emphasised the benefits of self-control): 
Differing goals for the management of depression
The 28 patients with current depression, and eight other participants who were considering how to manage their recurrent depression, described a spectrum of therapeutic goals. The majority wanted to 'get out' or 'get rid' of their depression, that is, they were focused on curing or controlling (in the sense of 'delimiting') their depression. They included individuals with persistent or recurrent depression who wanted to prevent further depression (for example, those whose goal was to ward it off by measures such as long-term medication): (Patient0450181[1] , 64-year-old white male, persistent depression) Different goals were associated with an appreciation of diverse styles of general practice. For example, those wanting a cure valued fast, definite diagnosis and action; those aiming to get by with their depression emphasised more the listening ear, maintenance medication, and practical (for example, financial) help. There appeared to be no association between preferred goals and previous or current experience of talking therapies (such as cognitive behavioural therapy or counselling), which had been undertaken both by those aiming for cure/control and those aiming just to get by. Even where GPs saw depression as a longer-term problem, they often described their role as being wellsuited to the treatment of depression. They emphasised the utility of an individualised management approach based on human connection -not technical but accessible, supportive, and empathic. GPs described providing support to their patients in a disconnected and unsupportive modern society: However, GPs often applied this 'fit' between primary care and depression only to patients whose depression could be removed or prevented (for example, through short-or long-term medication).
GP goals and management approach
'
GP responses to chronic depression
GPs often described frustration and uncertainty when depression resist cure, regarding such patients as inappropriately seeking help and 'difficult': GPs' curative goals may therefore be incongruous with patients' experiences of chronicity. The negative reactions of some GPs to chronic depression may have resulted in part from a challenge to the notion of depression as a curable disease, distinct from normal experience and amenable to medical control (as described above, GPs often attempted to present depression to patients in these terms). But GPs did diverge on this point -some accepted chronicity:
'There's a big group of people, I mean, we tend to know them by name, who have sort of long-term anxiety disorders, depressive diseases, who are managed all the time in general practice. They go on having this illness which we have to look after, and help them manage their life with.' (GP20, 51-year-old white female)

The importance of listening
As mentioned above, GPs acknowledged the importance of listening to patients with depression, and viewed empathy and support as constituting important aspects of their role in managing depression. Listening was described as being central to the GP role: Most patients also placed great value on being listened to. Patients were aware of the time pressures under which GPs were working, and it seemed that as a result, provision of time by the GP could signify to patients that they were valued as a person. This could provide a sense of connection, and a feeling that their problems were understood: Listening by the GP could also help patients to feel accepted and reassured (for example, providing a normalising function). They also found it helpful for someone to witness their sadness, acknowledge their resilience in the face of adversity, and provide encouragement that they would get through their current difficulties: When discussing a lack of listening, patients also referred to dissatisfaction with the doctor-patient interaction in terms of lack of attention or acknowledgement on the part of the doctor (for example, dismissive reactions or preoccupation with note taking), and superficial responses (patients described how some doctors decided too quickly to prescribe antidepressants, so curtailing discussion). 
DISCUSSION
Summary of main findings
Some GPs described encouraging patients to see depression as something separate from the self and 'normal' sadness (often adopting an oversimplified biomedical model akin to that promulgated in the marketing literature of antidepressants, rather than the more complex and subtle picture to be found in the scientific literature). 19 Patients and supporters often questioned the construction of such boundaries, rejecting the notion of a medical cure and emphasising self-management. The majority of participants who were considering strategies for managing depression wanted to 'get out' of their depression. However, a quarter did not see this goal as immediately relevant or achievable. They focused on getting by from day to day, which had the potential to clash with GP priorities. GP frustration and uncertainty could occur when depression was resistant to cure. The importance of GPs listening to patients was identified, but participants felt that this did not happen often.
Strengths and limitations of the study
This study was strengthened by the use of in-depth interviews, rigorous iterative, reflexive, multidisciplinary data analysis, and exploration of patient perspectives. However, very few individuals were found in the early stages of their first episode of depression, and therefore most patients were recalling events over a long time period. Also, patients were not matched with GPs, so it was not possible to compare their accounts of specific interactions, and the study was based on retrospective accounts of doctor-patient interactions. Finally, sex, ethnic, or class differences were not addressed in this paper.
Comparison with existing literature
Previous research into patient views on depression management has, at times, produced contradictory findings. While a number of surveys have pointed to a preference for counselling over drug treatment for depression in general practice attenders and depressed primary care patients, 20, 21 other research has reported on the medicalised accounts provided by depressed individuals, involving biomedical explanations and positive evaluations of antidepressant medication. 22 The present research contributes to the understanding of patient views on depression management by indicating the diversity of possible viewpoints, and the fluidity of these over time (as highlighted by Karp in his work on 'illness careers' in depression). 23, 24 In line with the conclusions of previous qualitative studies on depression in primary care (for example, Gask et al 25 ), the present findings highlight the importance of patient and GP beliefs in influencing management. The research extends these previous findings by exploring the varying goals of GPs and patients for the management of depression in primary care, with implications for clinical practice as outlined below.
The findings of this study on the value of listening are not surprising, as it is commonly taught that consultations should achieve a shared understanding of the patient's experience, 26 establishing a connection that will allow the exploration of ideas, concerns, and expectations and hence lead to shared decision making. 27 This has been shown to improve patient satisfaction and clinical outcomes. 28, 29 It is wellestablished that a positive therapeutic relationship in which patients feel free to discuss emotional problems and work towards their resolution is related to improved outcomes from psychological treatment, particularly in primary care. 30, 31 Thus, it is of particular concern that many of our interviewees believed that relatively little listening occurs. The present results support the findings of previous studies which indicate that patients place value on listening, 32 and the potential for mismatch between patient and GP views (for example, Pollock and Grime found that patients held back from talking in consultations for depression because they believed GPs were too busy, 6 but the GPs interviewed did not want more time when dealing with depression).
33
Implications for future research or clinical practice
Diverse views about the many dimensions of depression are likely to compromise the possibility of managing the illness, especially if GPs, by not listening sufficiently, fail to surface and deal with differing patient views to improve concordance. Understanding the variety of individual perspectives seems to be crucial: when some patients view their depression as a natural part of themselves while others appreciate the reassurance of hearing that depression is external to the self and medically curable, GPs would do well to engage, explore, and negotiate patients' perceptions before embarking on treatment. Moreover, as those views vary over time, this negotiation should be a continuing process. Likewise, treatment guidelines that presume a particular ontological disease concept for depression, as most do, 1 are likely to misfire with a substantial proportion of patients who view their depression, for instance, not as an illness needing specific medical interventions, but as a long-term problem to be coped with. Assuming that the current for improving mutual communication and negotiation about the handling of individual depression. Given the diversity of perspectives on depression and the implications of these for clinical practice, the development of tools or procedures to identify patients' models of depression and their attitudes towards various management options would be a useful way forward. 44 This study's finding of such a range of differing views on the desired outcome of managing depression also has implications for the outcomes assessed in clinical trials, 45 and for GPs' implementation of evidence-based medicine, since the evidence base may not address outcomes salient to all patients. Research methods as well as guidelines need to show greater awareness of the varied perspectives about depression. 46 GPs need greater awareness of the extent to which their goals for the management of depression are perceived as relevant or achievable by patients. Having explored patient perspectives, GPs should, where applicable, acknowledge their possible role in helping patients to live with depression, by adopting a facilitative approach and promoting supported selfcare. Approaches that emphasise the delivery of drug or psychological treatments to cure or control discrete episodes of depression may fail to engage many patients.
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Listening in the consultation is not only helpful in terms of uncovering diverse perspectives, but is also valued by patients for its therapeutic benefits. The present findings highlight the potential relevance of narrative medicine, 34 which emphasises listening to patients' individual stories and exploring new meanings with them in ways that they find therapeutically helpful (although the extent to which GPs were adopting such an approach was not explicitly explored in this study). 35 The present findings highlight the often chronic relapsing nature of depression; 36 yet therapy is often reactive and episodic. The model of depression management currently being advocated, but not widely carried out in UK primary care, is for chronic disease management rather than acute symptom management. 37 They recommend that stepped care should be placed within a chronic disease-management framework. There is encouraging evidence for the benefits of chronic disease management of depression in primary care. 40 A number of patients and supporters emphasised self-management of depression. However, placing responsibility for managing depression solely with the patient would risk ignoring the context and blaming the individual, 41 and would clash with the interviewees' experiences of depression as often being uncontrollable. Rather, while some GPs tend to try and provide some certainty about the nature and curability of depression, it may also be helpful for them to take on a facilitative role that aims to help patients to get through or live with their depression. Given the evidence that depressed individuals can contribute to their own care, 38,42 the concept of 'supported self-care' (as opposed to simply self-management or medical treatment) seems particularly apt. 43 
Implications for future research
Future research should include observing actual consultations as well as the development of methods
